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A CASE STUDY OF INTEGRATED MENTAL HEALTHCARE WITH  
 
VIOLENCE INTERVENTION PROGRAMMING 
 
SAMANTHA A. LEVIN 
 
ABSTRACT 
 
This study will describe Boston Medical Center's (BMC) Community Violence 
Response Team (CVRT) a program that provides mental health services to victims of 
interpersonal violence. Though these services are offered to all traumatic injury patients 
regardless of specific injury type, CVRT patients are almost exclusively victims of 
gunshot and stab wounds. This study focuses specifically on this patient population.  
CVRT counselors work in close collaboration with members of BMC's Violence 
Intervention Advocacy Program, as well as physicians and staff of the Emergency and 
Trauma departments. While many hospitals have violence intervention programs (VIPs), 
BMC is one of the first hospitals in the country to integrate mental health services into 
the hospital-based model of violence intervention and violent injury prevention.  
It is planned to conduct anonymous recorded interviews of people who have been 
through the violence intervention programs and received mental health services. A 
professionally licensed member of CVRT will screen the patient database for potential 
interview subjects. Subjects will be chosen based on when and for how long they were 
involved with our programs, as well as other factors such as injury type and language 
spoken. The subjects' anonymity will be protected and risks minimized as much as 
possible throughout the screening and interview process. 
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 Interview data will be examined for trends among the clients served. This will be 
a first look at evaluating CVRT, which was launched in 2011. The purpose of this study 
is to provide feedback on BMC's novel model for an integrated hospital-based violence 
intervention program and mental health services program for victims of interpersonal 
violence. The patient's perspective on these programs will provide valuable insight on 
this approach to violence intervention. The benefits of this model will be explored to 
identify any ways in which violence intervention services at BMC might be improved. 
Outcomes of the assessment of study data will be used to generalize the model for 
adaptation in other trauma centers. 
 In addition, it is anticipated that this study will demonstrate the importance of 
seamless, integrated collaboration between community advocates of hospital-based 
intervention programs and trained professionals dedicated to providing mental health care 
to this vulnerable patient population and their families. It is hypothesized that BMC’s 
integrated model for violence programming makes it easier for patients to take advantage 
of mental health services. This ease of access and comfortable transition from advocacy 
interventions to mental healthcare may translate into better long-term outcomes for 
patients. More patients may also use mental health services with this model than with a 
model that requires patients to access mental health services at another facility. A detailed 
explanation of BMC’s programs complete with patients' experience will inform other 
institutions which may choose to adapt this integrated model to their practices. 
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  Finally, this pilot study will inform future research on violent injury patients and 
their treatment. This research has the potential to improve recovery and quality of life for 
future violent injury patients at BMC and other trauma centers. 
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INTRODUCTION 
 
Violent Injury in the United States 
Traumatic violent injury is an epidemic in the United States. Each year over 
18,000 people die of homicides (Centers for Disease Control and Prevention & National 
Center for Injury Prevention and Control, 2013; Egerter et al., 2011). These homicides 
are not distributed evenly throughout the American population. Fifty-three per 100,000 
African Americans die of homicide yearly and 20 per 100,000 Latinos, whereas the rate 
is 3 per 100,000 in Caucasians (Dicker et al., 2009). Homicide is the leading cause of 
death for black males aged 15 – 34, and the second leading cause of death for black males 
aged 10 – 14 (Office of Statistics and Programming et al., 2013). Figure 1 depicts this 
drastic variation in homicide rates among ethnic groups. Young black males in particular 
are affected more than other groups. 
Community violence affects minority and urban youths disproportionately to their 
counterparts in other demographics (Boynton-Jarrett et al., 2008). The physical 
separation of races is tangible; 62% of blacks reside in highly segregated urban 
neighborhoods (Krivo et al., 2009). However, studies show that race and ethnic 
differentials in violent injury rates and deaths are largely due to underlying differences in 
socioeconomic factors (Hussey, 1997; Egerter et al., 2011). For example, head of 
household’s level of education was found to impact youth mortality risk due to homicide 
independent of any other factor, thus overriding the observed difference in violence based 
on race (Hussey, 1997). A review found that in every one of the 24 included studies, 
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homicide rates were directly related to the degree of income inequality in the region 
evaluated (Wilkinson & Pickett, 2006). 
 
  
Figure 1: Homicide Rates by Ethnic Group 
Homicide rates per 100,000 individuals of each racial or ethnic group distributed by age 
range. Reproduced from “Violence, Social Disadvantage and Health” by the Robert 
Wood Johnson Foundation (Egerter et al., 2011). 
 
That violence trends also follow racial lines indicates that the legacy of racial 
inequality in the United States continues to have a significant impact as large gaps in 
economic opportunities and social resources. These limitations sustain patterns of 
segregation within cities and neighborhoods, making it difficult for ethnic minorities to 
escape the environments associated with high rates of violence. This notion is further 
supported by evidence that even at the same income levels as whites, African-Americans 
and Hispanics are more likely to live in areas where social disadvantage is higher and 
more concentrated (Krivo et al., 2009). 
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RACIAL OR ETHNIC DIFFERENCES IN VIOLENT CRIME REFLECT SOCIAL DISADVANTAGE, WHICH IS RARELY MEASURED 
Historically in the United States, routinely-collected data on violence have been reported by race or ethnic group, without additional 
breakdown by socioeconomic factors such as education or income. As seen in Figure 5, for example, rates of homicide vary dramatically 
by race or ethnic group—particularly among youths and young adults. What explains these differences? 
 
Data on income and education clearly demonstrate that African Americans (blacks), American Indians, Hispanics, Pacific Islanders and 
some Asian groups are disproportionately represented among the more socioeconomically disadvantaged groups in the United States.82-86 
Even at similar income levels, blacks and Hispanics are more likely than whites to live in neighborhoods with concentrated 
disadvantage.87-89 This socioeconomic inequality reflects a long history of racial inequality in which racial or ethnic background was, 
until the Civil Rights Act of 1964, legally used to exclude individuals from employment, educational opportunities, property ownership 
and residential locations. Although most explicit uses of race to demean or exclude people from participation in society have been 
outlawed, racial residential segregation persists. This legacy, along with subtle institutional forms of bias that limit economic and social 
opportunities, continues to shape living and working conditions—and related exposure to violence and its health effects—for many 
people of color (see  the  “Race,  Soc oeconomic  Facto s  and  Health”  issue  brief  in  this  series). 
Studies that have taken into account differences in at least one socioeconomic measure (such as education, income, residential location, 
crowding or measures of neighborhood disadvantage) have found that the observed racial/ethnic differences in violence (in these studies, 
intimate partner violence or homicide and youth homicide) were greatly reduced or eliminated.67, 90-92 For example, a recent study of 
injury admissions to Pennsylvania hospitals found links between racial segr gation at the county level and incre sed risk of violent injury, 
after considering other individual and county-level risk characteristics.93 Differences in other important socioeconomic factors that are 
typically unmeasured—including accumulated wealth, neighborhood socioeconomic characteristics, and socioeconomic circumstances 
during childhood94—are also likely to explain the racial/ethnic patterns of violence.95  
When considering reported racial/ethnic differences in rates of violence, it is also important to be aware of considerable evidence that 
blacks receive more severe sentences than whites for similar offenses, even after taking prior criminal history into account.96 Differences 
in rates of incarceration in turn contribute profoundly to racial/ethnic differences in social advantage. The combination of incarceration 
and poorly supported re-entry  “disrupts  the  social  networks  that  are  the  basis  of  informal  social  control.”97 Residents of disadvantaged 
neighborhoods  in  U.S.  inner  cities  include  a  “growing  number  of  men,  mostly  non-White, who become unskilled petty criminals because 
of  no  avenues  to  a  viable,  satisfying,  conventional  life.”98 
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Figure 5. Rates of homicide 
vary dramatically by race or 
ethnic group, particularly 
among youth and young 
adults. 
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Socioeconomic factors that have long been known to impact health, such as low 
educational attainment, unemployment, and low housing value are also correlated with 
violence (Egerter et al., 2011). These socioeconomic disadvantages are each individually 
correlated with an increased risk of violence. However, one social disadvantage such as 
poor education typically leads to other risk factors, such as low income and low housing 
value. Therefore, the factors are linked and have an impact on violence at both the 
individual and community level (Cubbin et al., 2000; Wilkinson & Pickett, 2006). These 
patterns further compound the risk of violence and perpetuate cycles of violence that grip 
specific geographic areas.  
Children raised in low-income homes are twice as likely to suffer any injury as 
those raised in higher income homes, and three times as likely to suffer gunshot wounds 
(Hussey, 1997). Both direct and indirect exposure to violence is traumatizing. Especially 
for young people, data indicates that more exposure to violence is linked with a higher 
risk for poor health (Braveman et al., 2011) 
In addition, violence exposure impacts the victims and witnesses’ own concept of 
their health and wellbeing. Cumulative exposure to violence can yield declines in youth 
and adolescent self-rated health over time (Boynton-Jarrett et al., 2008). Children 
exposed to violence are more likely to achieve low levels of education, which further 
impacts their risk of low income based on limited employment opportunities due to their 
education (Hussey, 1997). This pattern is representative of the broader relationship 
between societal factors, violence, and related health concerns. 
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People who have limited economic and social resources have higher chronic 
stress levels due to the difficulties of living with inadequate resources (Wilkinson & 
Pickett, 2006). Similarly, these same individuals are more likely to form social networks 
with others exposed to the same disadvantages, and who are therefore less able to provide 
stable emotional and material support. These conditions lead to elevated anger, 
frustration, and feelings of hopelessness due to the stresses of the environment. Such 
factors predispose people to resort to violence when conflicts arise (Cubbin et al., 2000; 
Wilkinson & Pickett, 2006). This self-perpetuating cycle is depicted in Figure 2 with its 
impact on overall health. Peer norms tend to perpetuate behaviors, such that patterns of 
violence and other crimes that contribute to the socioeconomic disadvantages of the 
community are even more challenging to break (Braveman et al., 2011). 
 
 
Figure 2: The links between social disadvantage and violence often becomes a cycle that 
increases both. Reproduced from “Race, Socioeconomic Factors and Health” by the 
Robert Wood Johnson Foundation (Braveman et al., 2011). 
 
The high rates of violence in impoverished neighborhoods contribute in turn to 
the dearth of socioeconomic opportunities in these areas. Concerns about violent crimes 
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ability to cope effectively with stressors later in life.62-64 Early life adversity or 
abuse can cause long-term changes in the brain itself, in regions crucial to memory, 
learning and self-regulation.27 
 Violence can influence health through its impact on social and economic 
conditions in communities. At th  neighborhood and c mmunity level, violence 
can lead to widespread feelings of fear, distrust and isolation, which in turn can 
contribute to diminished levels of health-promoting social support and social 
cohesion. Residents of communities where violence frequently occurs may be less 
likely to exercise and to use community resources like parks and playgrounds that 
would otherwise promote both healthy behaviors and social interaction. 
Conversely, strong social networks and cohesion in communities may contribute to 
community norms that support healthier behaviors and discourage violence. 
Violence can also act as an obstacle to inv stments in ealth-promoting community 
resources and opportunities for residents. For example, companies may be less 
likely to operate full-service supermarkets in neighborhoods where violence is 
prevalent,  contributing  to  the  creation  of  “food  deserts”  where  residents  have  few  
options for purchasing fresh foods. These violence-related disincentives for 
investment in communities also affect the availability of jobs, thus contributing to 
higher levels of economic and social disadvantage that in turn can foster violence.65 
4. The links between violence and social disadvantage 
 
Pathways linking violence and social disadvantage are illustrated in Figure 2. Social 
advantage or disadvantage refers to the relatively favorable or unfavorable conditions 
that people experience related to differences in social and economic resources and 
opportunities tied to factors such as income and wealth, education and occupation. As 
discussed bel w, greater social disadvantage increases the likelihood that a person will 
be exposed to violence—directly and/or indirectly—in his or her family or community. 
Violence, and poorer health as a result of direct or indirect exposure to violence, in turn 
can exacerbate social disadvantage, both for the individuals who experience violence as 
victims or witnesses and for the communities in which they live. 
Greater exposure to
VIOLENCE
POOR
HEALTH
POOR
HEALTH
SOCIAL
DISADVANTAGE
SOCIAL
DISADVANTAGE
Figure 2. The links between 
violence and social 
disadvantage. 
Strong social networks 
and cohesion in 
communities may 
contribute to 
community norms that 
support healthier 
behaviors and 
discourage violence. 
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and safety issues may discourage businesses from investing in low income areas, limiting 
opportunities for employment and economic improvement (Braveman et al., 2011). Low 
job availability creates more socioeconomic difficulty in the area. This relates to 
groceries and healthy food options, which can have health implications for residents 
forced to consume available but unhealthy food from convenience stores and fast food 
restaurants (Cohen et al., 2010). Furthermore, individuals’ fear of community violence 
may prevent them from traveling further for healthier alternatives. 
This is an example of how the physical environment is impacted by violence. The 
state of the physical environment may also influence the risk of violence. One study 
reported that the poor physical conditions of a neighborhood, such as graffiti, trash, and 
abandoned cars was related to the rates of firearm injuries and deaths, even after 
correcting for the effect of poverty levels (Wei et al., 2005). Clearly, there are 
psychological effects of living in low-income areas under conditions of high stress and 
inadequate resources. As frustrated, worn out residents fail to take care of their 
environment and each other, crime and violence rise. High rates of violence create 
widespread fear and distrust, which acts against social support and cohesion (Egerter et 
al., 2011). Residents of these areas may be less inclined to use community resources such 
as parks and playgrounds for fear of their safety (Egerter et al., 2011). Children growing 
up in these circumstances have little hope for their own futures, and adopt the coping 
mechanisms of their peers and local elders. 
Additionally, the high stress residents of disadvantaged communities endure on a 
daily basis can have long-term health implications, including greater risk of heart disease, 
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stroke, and diabetes due to the impact of stress on the vascular, endocrine, and other body 
systems (Williams & Mohammed, 2009). This is part of larger overall health trend that 
follows along with the collective factors of socioeconomically disadvantaged areas being 
discussed. At the national level, gradients for income and education mirror lifespan: as 
either measure rises, overall health improves along with it (Braveman et al., 2011). 
The injuries and deaths caused by interpersonal violence have a societal impact 
extending well beyond the individuals, families, and communities where they occur. The 
economic cost of nationwide interpersonal violence injuries and deaths is estimated to be 
greater than $37 billion annually (Egerter et al., 2011). Lost productivity over the life-
years associated with deaths and disabilities and victims’ medical expenses give rise to 
this astronomic sum. 
 
National Data Collection 
The National Violent Death Reporting System (NVDRS) was launched in 2002 to 
monitor violent deaths in the United States. This searchable, well-curated system made 
public the impact violent injuries have across the nation. The service now provides 
surveillance data for 32 states on violent deaths, defined to include homicides, suicides, 
accidental firearms deaths, deaths of undetermined intent, and deaths from legal 
intervention, but excluding legal executions (CDC, 2015). The NVDRS is the first 
unified reporting system for this type of data across multiple states. 
The Centers for Disease Control and Prevention (CDC) started the NVDRS to 
provide data to inform and guide violence prevention practices at the community, state, 
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and national levels. The NVDRS website states that the database can guide users in the 
development of violence prevention programs, policies, and practices by allowing them 
to identify common circumstances associated with violent deaths of a specific type or 
specific area (CDC, 2015). The database can guide the selection of a particular in which 
to focus violence prevention efforts and provide long-term statistics to evaluate the 
outcomes of violence prevention interventions (CDC, 2014). The NVDRS collects data 
from death certificates, coroner or medical examiner reports, law enforcement reports, 
and crime laboratories. 
In 2001, the year before the NVDRS was created, there were over 20,000 deaths 
in the U.S. (Steenkamp et al., 2006). With the NVDRS, the true scope of the violent 
injury epidemic became clear. 
 
Trauma Recidivism 
As research into the patterns of violent injury and death expanded, a general shift 
in attitude towards trauma took place. Though emergency and trauma departments have 
been aware of recurring traumatic events for decades, their perspective remained largely 
in the isolated departments where they treat patients. The classic definition of trauma as 
an isolated, accidental, one-time event in a person’s life has been modified to recognize 
that, in certain populations, trauma can be seen as a chronic disease (Buss & Abdu, 1995; 
Keough et al., 2001). Like any disease, then, there must be certain factors that predispose 
people to recurrent trauma, and much work in the past 20 years has focused on 
elucidating these factors. 
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In addition, like other medical conditions, these risk factors are linked in many 
ways. Predisposition for individual risk factors is correlated with relative risk for other 
factors that compound the person’s risk for traumatic injury and, in addition, recurrent 
traumatic injuries (Cinat et al., 2004).  
A staggering percentage of violent injury patients are recidivists, meaning that 
they have sustained similar violent injuries before. Studies conducted in different regions 
of the United States report that 35% (Smith, Evans, et al., 2013) to 50% (Dicker et al., 
2009) of traumatic injury patients are recidivists, the highest rates of recidivism occurring 
in large urban centers. Furthermore, recidivists initially presenting with a penetrating 
injury (almost always gunshot and stab wounds) are much more likely to sustain another 
penetrating injury than other trauma injuries (Brooke et al., 2006). Since penetrating 
injuries have the highest mortality rate of any traumatic injury, this pattern represents a 
significant risk for loss of life (Brooke et al., 2006). In fact, one study reported a 5-year 
mortality rate for urban trauma injury recidivists of 20% (Sims et al., 1989). 
Risk factors for re-injury are similar to risk factors for violence in general, though 
both have been studied independently. Risk factors for trauma injury recidivism include 
substance and alcohol use, failing out of school, poverty, gang involvement, and weapon 
possession(Sims et al., 1989; Smith et al., 1992). Nonfatal violent injury leads to both 
physical and mental disability and accounts for substantial health care costs: average 
medical cost of a nonfatal firearm injury is about $17,000 (Tellez et al., 1995). In 
addition, according to the Centers for Disease Control and Prevention, there are 12 
	  9 
nonfatal interpersonal violent injuries for every homicide death (Centers for Disease 
Control and Prevention, 2002). 
Because recidivism rates are so high, providing services to intervene in the cycle 
of violence when a patient presents with a traumatic injury can have a significant impact 
on preventing future violent injuries. Targeting key factors that increase and individual’s 
risk of experiencing violence can have a significant long-term impact on the 
consequences of suffering a violent injury (Kaufmann et al., 1998; Poole et al., 1993).  
 
Post-traumatic Stress Symptoms in Victims of Interpersonal Violence 
A key component of violence recidivism that can inform strategies for violence 
prevention is the way that a large portion of victims perceives their injuries, community 
resources, recoveries, and responses. A 2005 study looked at African-American males’ 
own perceptions of violence (Rich & Grey, 2005). This in-depth report is particularly 
relevant since the demographic included experienced more violent injuries and deaths 
than any other, with homicide being the leading cause of death for African-American 
males between the ages of 15 and 34 (Office of Statistics and Programming et al., 2013). 
Rich and Grey found that three factors influenced an individual’s safety after suffering a 
violent injury: lost respect on the street (within one’s social group), lack of faith in law 
enforcement, and symptoms of post-traumatic stress (Rich & Grey, 2005). 
In ‘Code of the Street’, the author emphasized respect as a vital component of the 
code of the street, where a majority of young black males live, and where a majority of 
violent injuries occur (Anderson, 2000). Anderson explains that for those who follow the 
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code of the street, “when someone disrespects you, whether physically, emotionally, or 
materially, you must respond aggressively to regain your respect” (Anderson, 2000). The 
idea is that the code of the street has emerged as a marginalized population’s response to 
white superiority. The disadvantaged young black male typically distrusts the police, 
viewing officers as representatives of white society who do not protect inner city 
residents (Rich & Grey, 2005). This forces violence victims to take matters into their own 
hands following their injuries because they see getting shot or stabbed as a serious form 
of disrespect. The victims feel that they must regain respect through aggressive action 
instead of seeking justice through conventional means (Anderson, 2000). Furthermore, 
victims feel that if they do not assert their strength after their injuries, they will be further 
victimized because potential assailants believe they will not defend themselves (Rich & 
Grey, 2005). Ironically, this mindset that is aimed at regaining respect to prevent future 
violence puts victims at risk for conflict since they must aggressively assert their social 
status. By confronting the person who injured them or obtaining weapons to retaliate, the 
victims face elevated risk of re-injury. 
Finally, 65% of the violence victims interviewed by Rich and Grey (15 of 23) met 
the criteria for post-traumatic stress disorder (Rich & Grey, 2005). Subjects described 
nightmares, flashbacks, and emotional numbing following their injuries. 80% of 
participants had been arrested before, and 55% had been incarcerated, their fears also 
extending to any legal matters associated with their traumatic injuries (Rich & Grey, 
2005). 
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This in-depth description of victims’ thought process following violent injuries 
and related issues provides a framework to understand how violence prevention programs 
are designed and how they target certain aspects of the victim’s experience. Many 
prevention programs employ community-based advocates who work to dispel the ‘code 
of the street’ mindset and stop the cycle of violence by preventing retaliatory action and 
providing services to ease the mental tensions that follow traumatic events.  
 
Hospital-Based Violence Intervention 
The prevalence of violence in disadvantaged urban areas results from the plethora 
of risk factors and correlated factors discussed above. Healthcare providers realized that 
treating violent injury patients in emergency departments and trauma centers presented 
valuable opportunities to intervene in the cycle of violence (Smith, Dobbins, et al., 2013). 
In an effort to combat this epidemic, the first hospital-based violence prevention 
programs began to emerge in the early 2000s. 
In March 2009, Youth ALIVE! convened the first-ever National Symposium of 
Hospital-based Violence Intervention Programs in Oakland, California. Funded by Kaiser 
Permanente’s Northern California Community Benefit Programs, the symposium brought 
together 30 medical directors, program directors, board chairs, and clinicians from across 
the country to begin a dialogue on the key components and best practices of successful 
hospital-based intervention. By the end of conference, these leaders had established the 
National Network of Hospital-based Violence Intervention Programs (NNHVIP) (Martin-
Mollard & Becker, 2009). 
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The founding partners of NNHVIP are six of the first and most successful 
hospital-based violence intervention programs. They are: Caught in the Crossfire of 
Oakland, CA’s Highland Hospital, CureViolence (formerly called ‘CeaseFire’) a program 
sponsored by the University of Illinois at Chicago in neighborhoods throughout Chicago, 
Healing Hurt People of Philadelphia, PA, Project UJIMA of Milwaukee WI, Violence 
Intervention Program of Baltimore, MA, the Wraparound Project of San Francisco, CA, 
and the Massachusetts Violence Intervention Advocacy Program of the Boston Medical 
Center (“Network Members – NNHVIP,” 2014). 
Each of these programs is dedicated to getting patients involved with their 
violence prevention strategies during the window of opportunity when they are 
recovering in the hospital after a violent injury (“Take advantage of opportunities…,” 
2013). The patients’ traumatic experience and recovery represents a ‘teachable moment’ 
when they may be more receptive to change based on their recent experiences 
(“Methodology: The Public Health Model for Violence Prevention,” 2015). Initiating 
relationships with patients, their families, friends, and extended communities during this 
critical time period helps reduce the chance of retaliation and recurrence (“Mission – 
NNHVIP,” 2014). 
One of the most important aspects of hospital-based violence prevention 
programming is trust. Building trusting relationships between community advocates and 
victims of violence can have a major impact on their recovery and prevention of future 
injuries (Resnick et al., 1997). Mental illness is a recognized independent risk factor for 
unintentional injury recidivism (Wan et al., 2006). 
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Many NNHVIP programs use community advocates to initiate contact with 
victims of violence in the hospital, including Boston Medical Center’s Violence 
Intervention Advocacy Program (VIAP) and CureViolence in Chicago (Cure Violence, 
2015; “Violence Intervention Advocacy Program,” 2015). These advocates are often 
community members who are familiar with the challenges of inner city life and can relate 
to victims on a personal level. Such advocates are able to form trusting relationships with 
patients through shared experiences. They make the recovery process in the hospital less 
intimidating to patients who may not have much experience with the healthcare system. 
As patients leave the hospital, advocates help them re-assimilate into their communities, 
and encourage patients to take steps that can prevent further traumatic injuries, such as 
finding employment or continuing their education. 
Community advocates also ease the transition for patients to begin counseling 
services with mental health professionals. The risk of post-traumatic stress symptoms is 
high in victims of interpersonal violence. Johansen et al. reported that as much as 31% of 
violence victims scored as probable post-traumatic stress disorder (PTSD) cases, and 
14% scored as at risk PTSD cases (Johansen et al., 2007). 
In addition, the culture of violence that pervades many areas where violent 
injuries occur can have serious impacts on victims’ mindsets following traumatic injuries. 
Rich and Grey state that “understanding of the code of the street, together with the 
disturbing symptoms of traumatic stress, sets the stage for recurrent injury” (Rich & 
Grey, 2005). They interviewed victims of violence and explain factors that contribute to 
cycles of violence (Rich & Grey, 2005). Young urban men perceive a violent act as an 
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assault on their reputation and credibility on the street. If the victim does not take action 
against the perpetrator, he loses respect within this social sphere. This makes him what 
participants in the Rich and Grey study describe as a “sucker”, and vulnerable to future 
attacks (Rich & Grey, 2005). The desire to regain respect on the street leads victims to 
procure weapons and potentially seek retaliatory action, thus perpetuating a cycle of 
violence (Rich & Grey, 2005). The events and effects of this cycle are shown in Figure 3.  
 
 
Figure 3: Model showing paths to injury recidivism. Reproduced from Rich and Grey 
(Rich & Grey, 2005). 
 
The pressure of such an environment, the repercussions of the trauma itself, and a 
lack of trust in law enforcement combine to put enormous emotional stress on victims of 
violence (Rich & Grey, 2005). Many victims turn to alcohol and substances to relieve 
their emotional distress; 67% of the participants in the Rich and Grey study reported 
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“being a sucker”
(pressure to retaliate)
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“move away”
“avoid public transportation”
“stay in the house”
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(including self-
medication)
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FIGURE 1—Model illustrating pathways to recurrence.
I’ll go outside and just smoke it.
When I come in the house,
the first thing I do is knock out.
Whenever I don’t do that,
I get nightmares.
Baron’s case provides an example of the re-
lationship between symptoms of trauma and
drug use, a pattern that emerged from our
inductive analysis and was discernible in a
small number of the participants. All of the
participants were asked about their use of
marijuana; however, not all were asked about
changes in use after their injury, since this in-
sight emerged well into the course of the
study. Nonetheless, this finding suggests hy-
pothe es about the relationship between
substance use, PTSD, and recurrent trauma.
Self-medication of symptoms of traumatic
stress may drive substance use in some vic-
tims of violent injury.
Pathways to Recurrence
The narrative analysis just presented dem-
onstrates that young men feel unsafe after
their injuries and suggests possible pathways
to recurrent injury. As shown in the model il-
lustrated in Figure 1, the experience of injury
disrupts their sense of safety in 3 ways: it ac-
tivates the need to acknowledge the code of
the street and to avoid being a “sucker”; it in-
tensifies lack of faith in the police; and it pre-
cipitates symptoms of traumatic stress.
This disrupted sense of safety creates a need
to find a way to deal with a new sense of dan-
g r. Young men have few options f r avoiding
danger. Our participants suggested alternatives
such as moving away (most often “down
south”), staying in the house, and avoiding pub-
lic transportation. These options are impractical
in the long run. Given that they lack faith in the
police, they will rely on this option only as a
last resort. Faced with these realities, they may
feel they have few options other than obtaining
a weapon to stay safe. Studies have shown that
carrying a weapon raises the risk of reinjury,
perhaps because it emboldens the victim to
confront potential victimizers.27,29,30
Our model includes the complications
brought on by traumatic stress. Some symp-
toms, such as blunted emotions and hypervig-
ilance, can make day-to-day situations seem
more threatening than they are31,32 and can
lead young victimized men to self-medicate
with marijuana or alcohol.
Use of marijuana has consequences that
may contribute to recurrent violence. For ex-
ample, low-income men competing for low-
wage jobs often face drug testing, and a posi-
tive drug test disqualifies them from
employment. Likewis , possession of mari-
juana places them at risk for arrest and prose-
cution. A criminal record further limits their
job options given that criminal background
checks are commonly required for workers at
all levels. Faced with dim prospects for em-
ployment, young men may see few options
other than turning to the underground econ-
omy of selling drugs, which further heightens
their risk of gun violence and injury.15
DISCUSSION
Listening to the voices of young male vic-
tims of violence can deepen our understand-
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smoking marijuana on a regular basis (Rich & Grey, 2005). Interview data also showed 
that some young victims increased their use of marijuana in attempt to alleviate their 
trauma symptoms (Rich & Grey, 2005). 
These situations illustrate the importance of community intervention and mental 
health care for victims of interpersonal violence. Violence intervention programs promote 
alternatives to violent retaliation to stop the cycle of violence (Butts et al., 2015). Mental 
health services can help victims deal with the emotional impact of the traumatic event 
and the accompanying feeling of loss of respect within the victim’s community (Cooper 
et al., 2000). Such extreme consequences of victims’ emotional distress following violent 
injuries demonstrate the importance of hospital and community services to change this 
paradigm. 
 
Boston Trauma Intervention 
The unique model for violence intervention at BMC integrates programming for 
community based services and mental health care. BMC sponsors two violence 
intervention programs, the Violence Intervention Advocacy Program (VIAP) and the 
Community Violence Response Team (CVRT). CVRT was formed in 2011 to provide 
mental health services to victims of interpersonal violence as well as their families and 
friends impacted by such events. CVRT has served over 3,000 patients since the program 
was launched. CVRT members work closely with VIAP staff to provide services and 
support for this vulnerable patient population. 
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Both programs work closely with the healthcare staff treating each patient. VIAP 
advocates and CVRT clinicians meet with traumatic interpersonal injury patients as soon 
as possible after they arrive at the hospital. This could occur in the Emergency 
Department or on the Inpatients wards where they often act as liaisons between the other 
members of the health care team and the patient and patient’s family. This can help ease 
tension between busy healthcare staff and nervous patients and others.  
Once patients are stabilized, VIAP advocates approach them and their friends and 
relatives about possible interventions that may make recovery easier and prevent future 
traumatic events. These services often include housing relocation, employment 
opportunities, and assistance in dealing with any active legal cases.  
CVRT clinicians work with patients and their families throughout the 
hospitalization to provide psycho-education on trauma reactions, crisis intervention and 
aid with coping strategies to get through the acute phase of their recovery. Upon 
discharge, ongoing counseling services are offered to patients, family members or other 
loved ones impacted by this event. All CVRT services are free and non-time limited due 
to grant funding and are flexible in where and how they are delivered with the majority of 
counseling services being provided as outreach or in the family’s home to make for ease 
of attainable services.  
Violent injury patients often face pre-existing challenges of unemployment, 
limited education, unstable housing, and poverty. Recovery from a traumatic event is 
impacted by these factors. This population is at risk for recurring injuries and 
compounding medical, economic, and social problems. Intervening in this cycle of 
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violence can protect these patients and improve quality of life for them and their families. 
Intervention programs founded at trauma centers and emergency departments across the 
country have formed a network dedicated to serving this need and stemming the violent 
injury epidemic. 
  VIAP staff members often connect patients with community resources for 
employment, housing, education, and social welfare. The staff members help patients fill 
out and submit required applications for social services, jobs, or housing. VIAP also 
helps patients deal with criminal charges or other judicial issues. Staff members help 
patients acquire legal representation and accompany patients to court proceedings. 
  A key component of promoting full recovery from these traumatic events and 
preventing re-injury is mental health care. Mental health services have been shown to be 
a primary factor for patients to successfully re-assimilate in their communities after 
leaving the hospital (Resnick et al., 1997). The VIAP staff member works alongside the 
CVRT licensed mental health professional. CVRT staff members help patients process 
their injuries and the emotional consequences of these violent interpersonal attacks. 
CVRT services might include helping family and friends understand how to support 
patients as they recover or helping patients and families cope in the event of permanent 
injuries. 
  Any violent injury case is a complex confluence of pre-existing factors and issues 
related to the injury. CVRT and VIAP exist to help violent injury patients make a full 
recovery and also to minimize their risk of recurring injury. BMC’s model strives to 
make patient access to mental health services as easy as possible, based on evidence that 
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mental health care is one of the most important steps in traumatic injury recovery and 
prevention (Smith, Dobbins, et al., 2013). 
 
Aims 
 The purpose of this study is to evaluate our model for integrating mental health 
services with a hospital-based intervention program. We will interview former patients to 
determine which aspects of our programs are most beneficial, and any areas where we 
might improve patients’ experience. The patient’s perspective will provide unique insight 
into our programs. This study is the first formal evaluation of CVRT and our integrated 
model for violence intervention. 
Investigators hope their analysis of the interview data will uncover trends that can 
help inform current and future violence prevention initiatives. This study aims to 
demonstrate the importance of collaboration between intervention services and mental 
health care in the patient experience and long-term patient outcomes. A formal 
description and evaluation of our programs will also allow for the possibility of 
implementing integrated models in other hospitals and trauma centers treating similar 
patient populations. 
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METHODS 
 
Procedure 
This study is currently underway and is not yet completed. No interview data has 
yet been collected. The procedure for interviews and subsequent analysis is planned as 
described below. 
CVRT clinicians who are privy to patient information will screen the program’s 
patient database for potential study subjects. Patients who participated in the program for 
at least 2 months are eligible for inclusion; the most recent patients who are no longer 
receiving services will be contacted first, moving through the database in reverse 
chronological order. CVRT licensed mental health professionals will contact prospective 
subjects for enrollment. Initial phone calls will be followed up with another phone call in 
one week if subject has not returned contact. A maximum of 3 phone calls to each contact 
will be made. The script CVRT clinicians will use for recruitment calls is given in Figure 
4, shown at the end of the procedure. 
  CVRT members will confirm that potential subjects recall their participation with 
CVRT mental health services. Then they will explain the study, and ask if the patient is 
interested in being an interview subject. The CVRT representative will inform study 
candidates that they will be compensated with a $25 gift card to Target for their 
participation. If a subject agrees to participate, the CVRT representative will ask the 
subject for permission for the author to contact the subject to schedule an interview time. 
The author is a research assistant for this study, referred to hereafter as ‘RA’. The RA 
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will call the participating subject to schedule a private, anonymous interview. The RA 
will also provide directions to the private room at BMC where the interview will take 
place. 
  Interviews will be conducted in a confidential office located at BMC. Before the 
interview, the RA will conduct an informed consent briefing with the subject describing 
the study and the subject's role. This process will include telling the subject that a 
licensed social worker, the principal study investigator, is on call during the interview, 
and that the subject may choose to speak to her or terminate the interview at any point. In 
addition, any statements indicating a subject's intention to harm him/herself or someone 
else will be reported to the principal investigator (PI). The PI will assist in getting the 
patient evaluated in the Emergency Department at BMC. Any reports indicating intent to 
harm others will be reported to the police as duty to warn. 
  Interviews will take place between April and May 2015. Interview guidelines 
including questions are shown in Figure 5, following the recruitment phone script at the 
end of the procedure. Interviews will last between 45 minutes and 90 minutes. Each 
subject will be compensated with a $25 gift card to Target following the interview. 
  An audio recorder will be used, and interview will later be transcribed. The 
recorder will be kept in a locked file cabinet in the PI's office when not in use and will 
only be accessible to study personnel. Audio files will be destroyed as soon as they are 
transcribed and reviewed for accuracy by another investigator. Written transcriptions will 
use pseudonyms to protect the subject's identity. The transcriptions will be kept on a 
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password-protected, secure hospital server. Only study investigators will have access to 
transcription files. 
  Interview summaries will be analyzed to determine trends in subjects’ experience 
with violence prevention programming at BMC. Outcomes of this initial evaluation of 
CVRT will be used to adjust the program to best suit patients’ needs. A formal 
description of BMC’s integrated model for mental health care and hospital-based 
violence intervention will allow similar programs to be implemented elsewhere. 
 
Figure 4: Phone Recruitment Script 
Phone	  Recruitment	  Script	  
Hello	  is	  this	  [name]?	  My	  name	  is	  [name],	  your/a	  counselor	  from	  CVRT	  at	  Boston	  Medical	  Center.	  
How	  are	  you	  today?	  	  
Do	  you	  remember	  working	  with	  me/[name	  of	  CVRT	  counselor]	  after	  your	  injury?	  
I	  am	  calling	  to	  ask	  if	  you	  are	  interested	  in	  participating	  in	  a	  research	  study.	  We	  are	  conducting	  an	  
interview	  study	  to	  get	  feedback	  about	  CVRT	  and	  VIAP	  to	  improve	  our	  programming.	  	  
Can	  I	  tell	  you	  more	  about	  it?	  
If	  you	  agree	  to	  participate,	  a	  research	  assistant	  will	  interview	  you	  for	  45	  –	  90	  minutes.	  The	  
interview	  will	  be	  recorded,	  but	  afterwards	  the	  research	  assistant	  will	  type	  up	  your	  responses,	  
change	  any	  names	  used,	  and	  then	  erase	  the	  voice	  recording.	  
When	  you	  meet	  the	  research	  assistant,	  she	  will	  describe	  the	  study	  to	  you	  and	  answer	  any	  
questions	  you	  might	  have.	  She	  will	  ask	  you	  to	  sign	  an	  informed	  consent	  document	  saying	  that	  
you	  understand	  your	  role	  in	  the	  research	  study.	  
Whether	  or	  not	  you	  choose	  to	  participate,	  this	  will	  have	  no	  effect	  on	  your	  current	  care	  with	  
BMC.	  	  
During	  the	  interview,	  the	  research	  assistant	  will	  ask	  you	  about	  your	  experience	  at	  Boston	  
Medical	  Center	  with	  VIAP	  and	  your	  counseling	  with	  CVRT.	  You	  will	  receive	  a	  $25	  gift	  card	  to	  
Target	  for	  your	  participation.	  
Do	  you	  understand	  the	  interview	  process	  as	  I’ve	  described	  it?	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Would	  you	  like	  to	  participate	  in	  our	  study?	  
[If	  decline	  to	  participate]	  
Okay,	  that’s	  fine.	  Thank	  you	  for	  your	  time,	  and	  have	  a	  great	  day.	  
[If	  agree	  to	  participate]	  
Great,	  thank	  you	  so	  much.	  	  
You	  will	  discuss	  your	  experience	  with	  CVRT	  and	  VIAP	  during	  the	  interview.	  Information	  about	  
your	  injury	  and	  recovery	  may	  come	  up	  as	  part	  of	  your	  answers	  to	  the	  questions.	  Are	  you	  
comfortable	  talking	  about	  these	  experiences?	  
[If	  no]	  
Okay,	  that’s	  fine.	  Thank	  you	  for	  your	  time,	  and	  have	  a	  great	  day.	  
[If	  yes]	  
Great,	  thank	  you.	  Is	  it	  okay	  for	  the	  research	  assistant	  who	  will	  interview	  you	  to	  call	  you	  back	  to	  
arrange	  a	  convenient	  time	  for	  the	  interview?	  	  
[If	  no]	  
Okay,	  that’s	  fine.	  Thank	  you	  for	  your	  time,	  and	  have	  a	  great	  day.	  
[If	  yes]	  
Excellent.	  Samantha	  will	  contact	  you	  to	  schedule	  the	  meeting.	  You	  will	  meet	  her	  in	  a	  private	  
room	  at	  Boston	  Medical	  Center.	  She	  will	  explain	  directions	  to	  the	  room	  when	  she	  set	  up	  the	  
interview.	  Do	  you	  have	  any	  questions?	  
Thank	  you	  so	  much	  for	  your	  cooperation,	  and	  have	  a	  great	  day.	  
	  
If	  Call	  goes	  to	  Voicemail	  
Hello	  [name],	  my	  name	  is	  [name],	  your/a	  counselor	  from	  CVRT	  at	  Boston	  Medical	  Center.	  I	  am	  
calling	  to	  ask	  if	  you	  are	  interested	  in	  participating	  in	  a	  research	  study.	  We	  would	  like	  to	  
interview	  you	  about	  your	  experience	  at	  Boston	  Medical	  Center	  and	  with	  CVRT.	  Please	  call	  us	  
back	  at	  [XXX-­‐XXX-­‐XXXX]	  when	  you	  get	  this	  message.	  Thank	  you	  very	  much.	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Figure 5: Questions to guide each private, anonymous interview with study subjects. 
Interviews aim to capture patients’ perspective on BMC’s integrated model for violence 
intervention programming.  
 
CVRT	  Qualitative	  Study	  Interview	  Guide	  
The	  intent	  of	  these	  questions	  is	  to	  better	  understand	  your	  experience	  with	  the	  care	  you	  
received	  through	  BMC’s	  two	  violence	  intervention	  programs,	  VIAP	  and	  CVRT.	  VIAP	  provided	  
your	  liaison	  (representative)	  to	  help	  you	  navigate	  the	  hospital	  experience	  by	  working	  with	  you,	  
your	  family,	  and	  clinical	  staff	  to	  make	  sure	  you	  received	  the	  best	  possible	  care,	  understood	  what	  
was	  going	  on,	  and	  made	  informed	  decisions	  about	  your	  treatment.	  A	  goal	  of	  VIAP	  is	  to	  provide	  a	  
collaborative	  and	  healing	  environment	  that	  improves	  the	  treatment	  of	  traumatized	  patients,	  reduces	  
restraints	  and	  other	  abrasive	  practices,	  and	  builds	  functional	  teams	  of	  healthcare	  professionals	  and	  VIAP	  
representatives.	  
CVRT	  is	  the	  mental	  health	  care	  program	  you	  participated	  in.	  Your	  counselor	  is	  a	  member	  of	  the	  
Community	  Violence	  Response	  Team.	  This	  program’s	  goal	  is	  to	  help	  patients	  like	  you	  process	  their	  feelings	  
about	  their	  injuries	  and	  the	  recovery	  process.	  Patients	  who	  suffer	  such	  traumatic	  injuries	  often	  face	  
dealing	  with	  a	  long	  road	  to	  getting	  back	  on	  their	  feet,	  and	  it	  can	  help	  to	  talk	  to	  someone	  who	  understands	  
all	  the	  issues	  involved	  in	  situations	  like	  yours.	  	  
CVRT	  counselors	  and	  VIAP	  representatives	  work	  together	  to	  make	  it	  as	  easy	  as	  possible	  for	  you	  to	  use	  
both	  services.	  The	  study	  you	  are	  participating	  in	  is	  focusing	  on	  the	  collaboration	  between	  these	  two	  
programs,	  and	  how	  it	  impacts	  your	  experience	  at	  BMC.	  	  
	  
I.	   Introduction	  
1. How	  are	  you?	  	  
2. How	  have	  you	  been	  lately?	  
3. How	  are	  you	  feeling	  today?	  
4. How	  was	  getting	  to	  this	  meeting	  location?	  
5. Is	  there	  anything	  else	  you	  would	  like	  to	  talk	  about	  before	  we	  start	  discussing	  your	  injury	  and	  
experience	  with	  BMC’s	  violence	  intervention	  programming?	  
	  
II.	   Pre-­‐Injury	  Background	  
6. Talk	  to	  me	  about	  your	  life	  before	  your	  injury.	  
• Probe	  on	  family,	  friends,	  and	  neighborhood	  
	  
III.	   Hospital	  Experience	  
7. What	  do	  you	  remember	  about	  the	  day	  you	  were	  injured?	  What	  were	  you	  thinking	  after	  your	  
injury,	  but	  before	  you	  arrived	  at	  the	  hospital?	  
8. Tell	  me	  about	  your	  experience	  in	  the	  emergency	  department.	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• Probe	  on	  respect,	  carefulness,	  perceived	  quality	  of	  medical	  treatment,	  quality	  of	  
communication	  with	  patient,	  family,	  friends	  who	  were	  present,	  etc.	  
9. Tell	  me	  about	  your	  experience	  on	  the	  wards.	  What	  was	  it	  like	  waking	  up	  from	  surgery	  (if	  
performed)?	  
	  
IV.	   Initial	  Intervention	  Contact	  
10. How	  did	  you	  first	  learn	  about	  VIAP?	  
11. Tell	  me	  about	  your	  first	  interaction	  with	  a	  VIAP	  patient	  representative.	  
• Did	  you	  like	  him/her	  then?	  What	  about	  now?	  
• Probe	  on	  effect	  of	  VIAP	  on	  hospital	  experience,	  interactions	  with	  doctor,	  nurses,	  public	  
safety.	  
12. What	  did	  other	  family	  members	  or	  friends	  think	  about	  VIAP?	  
13. What	  made	  you	  decide	  to	  start	  using	  the	  program?	  
14. What	  services	  did	  you	  use?	  
• Did	  you	  contact	  your	  VIAP	  representative	  after	  you	  left	  the	  hospital?	  If	  so,	  what	  was	  that	  
like?	  
15. How	  did	  VIAP	  help	  you?	  
• What	  changed	  because	  of	  VIAP	  services?	  
16. What	  other	  resources	  did	  you	  learn	  about	  through	  VIAP?	  
17. What	  did	  you	  like	  most	  about	  your	  experience	  with	  VIAP?	  
18. What	  could	  your	  VIAP	  representative	  have	  done	  better?	  
• Probe	  on	  ways	  to	  improve	  program,	  communication	  with	  representative,	  willingness	  to	  
help,	  ease	  of	  access,	  other	  services	  they	  would	  have	  liked	  help	  with.	  
	  
Mental	  Health	  Services	  
19. How	  did	  you	  learn	  about	  CVRT?	  
20. What	  was	  your	  experience	  with	  mental	  health	  care	  before	  working	  with	  CVRT?	  
• What	  was	  your	  impression	  of	  mental	  health	  services?	  
21. What	  made	  you	  decide	  to	  work	  with	  your	  CVRT	  clinician?	  
22. What	  did	  you	  like	  about	  working	  with	  your	  counselor?	  
23. Tell	  me	  about	  how	  you	  felt	  while	  you	  were	  recovering	  from	  your	  injury.	  Talk	  to	  me	  about	  
the	  things	  you	  thought	  about	  during	  that	  time.	  How	  did	  you	  respond	  to	  those	  feelings	  and	  
thoughts?	  	  
• What	  do	  you	  think	  about	  them	  now?	  	  
24. Did	  any	  of	  your	  family	  members	  or	  friends	  work	  with	  CVRT	  or	  your	  mental	  health	  recovery?	  
25. How	  did	  working	  with	  CVRT	  affect	  your	  emotions	  about	  your	  injury	  and	  treatment?	  
26. How	  did	  working	  with	  CVRT	  impact	  your	  feelings	  after	  being	  back	  in	  the	  community?	  
	  
Post	  Injury	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27. Talk	  to	  me	  about	  your	  life	  since	  your	  injury.	  
28. Tell	  me	  about	  where	  you	  went	  after	  you	  were	  discharged	  from	  the	  Emergency	  Department	  
[or	  hospital,	  if	  you	  were	  admitted].	  
29. Tell	  me	  about	  your	  first	  day	  out	  of	  the	  hospital.	  What	  about	  your	  first	  week?	  
• Did	  VIAP	  reach	  out	  to	  you	  during	  your	  first	  day/week	  out	  of	  the	  hospital?	  How	  did	  that	  
go?	  	  
30. Tell	  me	  about	  getting	  back	  on	  your	  feet	  after	  leaving	  the	  hospital.	  
• Did	  CVRT	  or	  VIAP	  services	  help	  you	  re-­‐adjust	  to	  your	  community?	  How?	  
31. Is	  there	  someone	  in	  your	  life	  you	  look	  up	  to,	  who	  you	  can	  confide	  in	  or	  get	  advice	  from?	  Tell	  
me	  about	  that	  person	  and	  your	  relationship	  with	  him/her.	  	  
32. If	  you	  had	  a	  problem	  right	  now	  (with	  school,	  at	  home,	  etc.),	  how	  would	  you	  deal	  with	  it?	  
Would	  you	  reach	  out	  to	  anyone?	  Who?	  How?	  
33. Tell	  me	  about	  your	  personal	  goals	  for	  your	  life.	  Did	  CVRT	  help	  you	  get	  closer	  to	  achieving	  
these	  goals?	  
• Do	  you	  feel	  that	  anything	  is	  keeping	  you	  from	  reaching	  your	  goals?	  If	  yes,	  can	  you	  tell	  
me	  more	  about	  that?	  
	  
Retaliation	  
	  
34. Many	  times	  when	  someone	  is	  hurt	  or	  betrayed	  they	  think	  about	  getting	  back	  at	  the	  person	  
who	  hurt	  them.	  Do	  these	  thoughts/feelings	  sound	  familiar	  to	  you?	  In	  what	  way?	  
• How	  did	  you	  and/or	  your	  family/friends	  deal	  with	  those	  thoughts?	  Did	  you	  ever	  have	  a	  
conversation	  with	  your	  CVRT	  counselor	  about	  retaliation?	  Was	  that	  helpful?	  How/why?	  	  
	  
Collaboration	  between	  Programs	  
35. What	  was	  your	  impression	  of	  mental	  health	  care	  before	  working	  with	  CVRT?	  
36. What	  was	  it	  like	  to	  work	  with	  both	  programs	  at	  the	  same	  time?	  
37. How	  did	  you	  feel	  about	  both	  programs	  being	  based	  at	  BMC?	  
38. Tell	  me	  about	  the	  transition	  from	  working	  with	  VIAP	  to	  CVRT.	  
• How	  was	  your	  introduction	  to	  CVRT?	  What	  was	  your	  first	  impression?	  
39. Tell	  me	  about	  the	  role	  that	  VIAP	  and/or	  CVRT	  play	  in	  your	  life	  now,	  if	  any.	  
• Has	  that	  role	  changed	  over	  time?	  How	  do	  you	  see	  this	  role	  in	  the	  future?	  
	  
Outcomes	  
40. Are	  you	  employed?	  How	  do	  you	  like	  your	  job?	  
• What	  is	  your	  life	  like	  today?	  What	  would	  you	  like	  to	  improve	  or	  change?	  
41. How	  are	  your	  relationships	  with	  your	  family,	  significant	  other,	  etc.?	  
42. Have	  you	  or	  your	  friends	  and	  family	  had	  any	  other	  injuries	  since	  your	  injury?	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Conclusions	  
43. Have	  you	  ever	  been	  injured	  in	  this	  way	  before?	  If	  so,	  was	  that	  experience	  different	  from	  the	  
injury	  that	  led	  you	  to	  connect	  with	  VIAP?	  In	  what	  ways	  was	  it	  different	  or	  the	  same?	  	  
44. What	  do	  you	  think	  would	  have	  been	  different	  about	  where	  you	  are	  today	  without	  working	  
with	  CVRT?	  
45. What	  do	  you	  think	  would	  have	  been	  different	  about	  your	  recovery	  without	  VIAP	  and	  CVRT?	  
• How	  have	  things	  improved	  since	  working	  with	  VIAP	  and	  CVRT?	  
46. What	  would	  you	  change	  about	  either	  program?	  
47. What	  would	  you	  tell	  another	  hospital	  that	  is	  considering	  developing	  similar	  programs?	  
48. What	  do	  you	  take	  away	  from	  your	  experience	  of	  getting	  injured	  and	  recovering	  from	  it?	  
49. How	  has	  your	  thinking	  or	  outlook	  changed	  as	  a	  result	  of	  this	  experience?	  
50. Many	  people	  say	  that	  violence	  against	  one	  person	  affects	  the	  whole	  community.	  How	  true	  
do	  you	  feel	  that	  is,	  from	  your	  experience?	  	  
51. What	  else	  would	  you	  like	  to	  add	  in	  conclusion?	  
 
Outcomes 
Interviews will be analyzed to find common trends that will help us better inform 
BMC’s violence intervention programming. In addition, the feedback on BMC’s program 
model will be generalized to create a set of core components determined to be the most 
essential for delivering effective interventions and mental health care to this specific 
patient population. Any trends that indicate the effectiveness of this integrated model for 
violence prevention programming will be included. The description of this model and set 
of generalized elements included in the study analysis will provide a framework to guide 
other trauma centers which may choose to adopt similar practices. 
 
Selection Criteria 
Penetrating violent interpersonal injury patients treated at BMC between 2010 and 
2013 for gunshot or stab wounds will be screened for study eligibility. Patients must have 
participated in both BMC's VIAP and CVRT programs. Candidates who maintained 
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active involvement with mental health services through CVRT for at least two months 
will be considered for study inclusion. Candidates must be fluent in English. CVRT staff 
members who already have access to patient information as part of their occupations will 
screen the database for subjects who meet these selection requirements. They will access 
only the data necessary to determine a patient's eligibility for study inclusion. 
A member of CVRT will contact the eligible subjects for enrollment. Patients 
who understand the interview procedure as described by phone and confirm that they are 
comfortable discussing their experiences will be eligible for study inclusion. Recruitment 
will be done by CVRT clinicians who are familiar with this patient population and work 
with such patients on a daily basis.  
 
Sample Size 
Four people's narratives about their experience should be sufficient to reflect on 
the collaboration between VIAP and CVRT and their services. This is a pilot study to 
review the effectiveness of BMC’s model for violence intervention programming. Four 
narratives should provide adequate feedback to evaluate the strengths of this model and 
identify any potential areas of improvement. This small preliminary study will also 
inform future research on violence programming at BMC. 
 
Recruitment 
CVRT clinicians who are privy to patient information will identify potential study 
subjects by screening their medical records in the CVRT patient database. The screening 
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requirements necessary to qualify a patient for study inclusion are described above in 
Selection Criteria. Patients who terminated their interaction with CVRT most recently 
will be contacted first. Recruitment will proceed in reverse chronological order based on 
when patients stopped mental health services with CVRT. CVRT clinicians who are 
familiar with the patients may also screen potential interview subjects based on relevant 
factors. For example, if a patient has relocated out of the Boston area, the CVRT 
representative may elect not to contact that patient. 
  Potential subjects will also be screened based on their willingness to discuss their 
injuries and experiences working with BMC's violence intervention programs. CVRT 
representatives will explain the study as part of standard recruitment. Representatives will 
inform patients that they would be discussing their experience with CVRT and VIAP 
during the interview, and that information about their injuries and recovery may be 
pertinent to the interview questions. Patients who agree that they are comfortable 
discussing these topics will be selected for inclusion in the study. 
  Whenever possible, the mental health professional who worked with the patient 
will contact him/her. When this is not possible, any member of CVRT who knows the 
patient personally will initiate contact. If enough subjects have not been recruited after 
these resources have been exhausted, a member of CVRT will call patients with the same 
screening criteria, and introduce him/herself as a representative of the program to ask the 
subject about participating. All subjects contacted will be familiar with the program from 
working with CVRT mental health professionals for at least two months, even if they are 
not personally familiar with the representative calling them. All CVRT members are 
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licensed mental health professionals who routinely interact with this patient population as 
part of their counseling with CVRT. 
  If the subject does not respond to the initial phone call, the study investigator will 
leave a voice message with the investigator's contact info. If the subject does not call 
back, the investigator will follow up with a second phone call one week later, leaving 
another voice message if necessary. This process will repeat a third time, and a maximum 
of 3 calls will be made for each contact. The voicemail message content and phone call 
recruitment script are included in Figure 3, shown above. 
 
Data Analysis 
Anonymous transcriptions of audio recordings of subject interviews will be used 
to identify key themes regarding patients' experiences with CVRT and VIAP. Subject 
interviews will be compared to determine components of their recovery related to the 
services provided by CVRT and VIAP, as well as BMC's integrated model for these 
violence intervention programs. This is the primary analysis. 
Subjects' initial contact with both programs will be analyzed. Since this study 
focuses on BMC's integrated model, each subject's transition from involvement with 
introductory VIAP services to combined participation in both VIAP and CVRT will be 
compared. Comparisons will include subjects' descriptions of their relationships with 
program staff members, and how members of the two programs interacted with each 
other. Subjects’ feelings regarding how VIAP and CVRT impacted their recovery and re-
assimilation back into their communities will also be compared. 
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  These interview comparisons will be analyzed to determine key themes in 
patients' experience of BMC’s model for violence intervention programming. These 
themes will be evaluated to better understand the effectiveness of VIAP and CVRT at 
assisting patients in their recovery from traumatic interpersonal injuries. The interview 
data will also be used to identify specific strengths of BMC’s integrated model, and any 
areas where changing current program models could improve safety or the patient 
experience. 
  Determination of themes will be verified by at least two study investigators. 
Consolidating any themes that emerge in patients' experiences into generalized core 
components of successful violence programming is a secondary aim of this study. These 
outcomes could provide a framework for other trauma centers to implement similar 
programs. 
 
Risk Management 
There is a risk of possible discomfort related to recalling details of patients' 
injuries and recovery. However, the number of subjects included in this study is very 
small. Given this parameter, it will be possible to choose subjects who want to share their 
narratives and are comfortable discussing their experiences with the research assistant. In 
addition, this research offers subjects the opportunity to have their voices heard, review 
their recovery progress, and provide feedback on their experiences with BMC’s violence 
programming.  
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There is a potential risk of breach of confidentiality. However, this risk is 
mitigated by making audio transcripts anonymous, restricting and securing access to 
study documents, and allowing only those CVRT professionals who already have access 
to subjects' medical records as part of their jobs access their information for study 
recruitment. No medical record data will be collected or retained by study staff.  
Wound type, area of residence, relationships with family members and 
community members are common within the patient population from which subjects are 
selected, and are not sufficiently distinct for individual identification of any of the 
interview subjects to be possible. For example, in 2013 there were 420 gunshot and stab 
wound patients and 65% lived in 1 of 2 Boston communities (as documented in Division 
of Trauma Surgery patient records). 
All investigators are trauma educated. This means that they have undergone 
specific training regarding risk factors, consequences, and emotional responses of victims 
of interpersonal violence. They are therefore sensitive to the patients' feelings and 
circumstances. Subjects will only be asked to discuss their injuries and recoveries to the 
extent they are comfortable. The RA conducting the interviews has had mandatory 
HIPAA privacy training as well as trauma sensitivity education. The RA will not press 
subjects for details, asking open ended questions and letting subjects describe their 
narratives in their own words at their own pace. 
  The study PI, a licensed social worker, will be on call during interview sessions. 
In the event that a subject has an emotional response to discussing his/her trauma and 
recovery, the social worker will intervene to calm and comfort the subject. The 
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interviewer will be trained to look for warning signs of a subject's escalating anxiety or 
distress, and notify the social worker if the subject displays such signs. 
  If the social worker must intervene for a subject, the subject will be offered 
follow-up mental health care to make sure that the situation has been resolved. The social 
worker will make sure that any signs of Acute Stress have been addressed before 
terminating mental health services for any patients who had elevated reactions to the 
interview. 
Interviews will be stopped immediately if subject does not wish to continue or 
becomes uncomfortable discussing their involvement with BMC services. 
 
Consent Procedures 
Consent is not required prior to eligibility screening because eligibility screening 
is done through medical record review and no identifiable health information is recorded. 
Subjects will be patients who participated in VIAP and CVRT programs affiliated with 
BMC’s Trauma and Emergency departments. Study investigators who are also CVRT 
clinicians will screen former patients and contact eligible subjects based on screening 
criteria by phone. Members of CVRT who call potential subjects will determine their 
willingness to participate in the study. Each member of CVRT contacting patients will 
explain the study and the subject's role in discussing his/her experience with VIAP and 
CVRT in a recorded anonymous interview. 
  At the time of the interview, a written informed consent will be obtained. The 
written consent form is included in Appendix A on page 37. Interview subjects will be 
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given the chance to ask questions both by phone with a member of CVRT and with the 
interviewer before signing written consent. The purpose of the study, to use interview 
data to understand and evaluate our novel model for violence intervention programming, 
will be explained to subjects at the time of the interview. 
 
Confidentiality 
Study subjects' confidentiality will be protected throughout their involvement. 
CVRT clinicians who are already privy to patient information will identify potential 
study subjects. They will access only the records necessary to determine study eligibility. 
The patient database is stored on secure hospital servers with password-restricted access 
for authorized users only. These CVRT representatives will contact potential subjects to 
recruit them for the study. They will speak exclusively to patients themselves about the 
study. 
  The RA will call subjects who agree to participate in the study to arrange private 
anonymous interviews. Only the research assistant conducting the interviews and the PI, 
who will serve as the social worker on call, will know the details of the arranged meeting. 
  First names only will be used during the interview. Each subject will have a 
number for identification (1,2,3,4...) within the study. Study documents and interview 
transcriptions will use this number to distinguish among subjects.  
  Audio recordings of interviews will be destroyed as soon as they are transcribed. 
Pseudonyms will be used when the voice recordings are transcribed to protect subjects' 
anonymity. These pseudonyms will be used in any publications or other study 
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documentation. Any information that could be used to identify subjects (i.e. location of 
injuries) will be removed from the transcript summaries. Transcription files and other 
study documents will be kept on secure hospital servers under password protection. 
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RESULTS 	  
At the completion of this thesis, no subjects had been successfully recruited for 
participation in the interview study.  
Given that human subjects are involved in this research, internal review board 
approval was required to initiate this study. The application for board review was written 
and submitted by the author, and approved on expedited review by the board. Once 
approval was granted, members of CVRT began screening the patient database for 
eligible study candidates. Unfortunately, none of the potential subjects contacted for 
recruitment had agreed to participate in the study at the time of this thesis writing. 
The screening and recruitment process will continue. The study investigators, 
including the author, are confident that they will recruit the four interview subjects 
needed to complete this study. 
Study investigators have adhered to all HIPAA requirements and regulations 
throughout the course of the study. 
Transcribed interview data will be analyzed to determine consistent themes 
among the subjects’ experience with VIAP and CVRT. Interview transcripts will be 
coded based on passages that support each theme identified.  
In addition, the results of this study will be included in a manuscript for 
publication in a peer-reviewed journal. Other elements of this thesis, such as components 
of the introduction, methods, and discussion will also appear in the manuscript. 
 This study aims to demonstrate the power of BMC’s integrated model to affect 
the recovery process of traumatic injury patients. Investigators hope that their analysis of 
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qualitative interview data will show that CVRT counselors help patients to move past 
their traumas and return to productive lives by helping them process their emotions 
regarding these traumatic events. Final data analysis will also describe the complexity 
that arises in any traumatic injury case, and investigators hope to demonstrate that having 
a streamlined process in place to manage each patient’s needs allows for effective long-
term recovery and management of violent injury risk factors.  
 A violent injury can turn a person’s world inside out. BMC’s violence 
intervention model is designed to provide patients with a stable support network through 
which to rebuild their lives. These programs introduce reliability and trust in at a single 
site, where staff work together to find the best solutions for each case, where and when 
patients need it most. 
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DISCUSSION 	  
 While many trauma centers across the country have violence intervention 
programs, mental health services for victims of violence are not yet widespread. The 
importance of providing mental healthcare for this population cannot be overstated.  
It is hypothesized that the trends identified in the interview data will demonstrate 
how BMC’s model for violence intervention programming is uniquely adapted to serving 
this particular patient population. Study investigators predict that having consistent, 
reliable support when facing the turmoil that follows a traumatic injury will be identified 
as a key source of comfort for patients. Furthermore, it is hypothesized that subjects will 
indicate that they likely would not have pursued mental health care had it not been 
introduced to them through CVRT. 
Interview data analysis is predicted to show that BMC’s integrated model makes 
it easy for patients to access the services they need following a traumatic injury. The 
program is designed such that immediate contact with a VIAP representative in the 
hospital provides a reliable, long-term resource for patients and their loved ones. BMC’s 
model allows for patients to follow an intuitive trajectory through their recovery. Initially, 
physical recovery is the focus of hospital treatment. Once stable and facing the prospect 
of returning to their communities, VIAP addresses key risk factors for violence 
recidivism. VIAP representatives help patients find employment, resolve any legal issues, 
or even move to a community with lower prevalence of violence. These interventions are 
meant to help patients make a full recovery such that they are empowered to build 
successful, active lives that promote wellbeing and safety. 
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BMC’s model is integral to making the transition to a productive, fulfilling life 
following a violent injury. The researchers predict that patients will feel that they were 
better able to handle the challenges of their physical and emotional recoveries by meeting 
with CVRT counselors and that having a third party – someone with a perspective outside 
the patient’s inner circle of family and friends – helped patients process their feelings 
about their recovery process. Both VIAP advocates and CVRT clinicians help patients 
communicate with family and friends about their recoveries and how to best support 
patients during such difficult times. Often lingering domestic issues, such as housing 
circumstances, are resolved through BMC’s violence intervention model. A CVRT 
counselor can act as a mediator, hearing the concerns and desires of each individual and 
finding a solution that works for everyone. They collaborate with VIAP staff to find 
reasonable alternatives through VIAP’s community resources. 
This process, all based at Boston Medical Center, allows the programs to work 
together to provide integrated services tailored for each individual’s needs. Having a 
central location also cuts down on the inevitable complications of using multiple 
organizations. Staff of both programs work together efficiently, which both eliminates 
redundancies and allows them to develop recovery plans and present a unified approach 
to patients. 
A recent article analyzed the CureViolence model for violence prevention as it 
was implemented in five U.S. cities(Butts et al., 2015). The broad use of this model 
provided enough data to run statistical analyses of the program’s impact in particular 
neighborhoods where CureViolence practices were in effect (Butts et al., 2015). 
	  39 
However, in all cases the results of statistical analyses were mixed. The authors noted 
that there were too many variable factors to yield any conclusive data, including the 
personnel at each program office, the unique composition of each neighborhood, and 
disparate levels of accurate model implementation (Butts et al., 2015). In addition, the 
authors conceded that while the CureViolence model is intended to change both 
individuals and communities, none of the evaluations they conducted for their study 
included individual level examination or any qualitative examinations of the change 
process(Butts et al., 2015). They wrote that such studies would provide valuable insight 
into how the attitudes change within a community in response to violence prevention 
programs. 
This describes the perspective investigators aim to gain through this pilot 
interview study. The researchers hypothesize that direct feedback from former patients 
will help explain why BMC’s violence intervention model is effective at achieving post-
traumatic recovery that elevates patients’ quality of life above their pre-injury baseline. 
Treating patients’ physical and emotional needs, extending services to relatives and loved 
ones, and a comprehensive, patient-centered approach embodies BMC’s model. These 
components build a safe environment for patients to deal with the consequences of a 
violent injury. They are able to process their emotions and regain the independence and 
self-confidence necessary to lead successful lives. 
BMC’s integrated model could be adapted to any trauma center. Mental health 
services could be added to existing violence prevention initiatives. To start a new 
violence intervention program, the first step would be to establish relationships between 
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community resources and the trauma center. Intervention advocates would use these 
resources to target key risk factors for re-injury, such as housing relocation and 
employment opportunities. These advocates would work closely with mental health 
professionals to provide integrated recovery services. Commitment to treating each 
individual’s needs and fostering a full emotional recovery are essential components of an 
effective violence intervention program.  
Violence intervention services at BMC will continue to improve. Large-scale 
campus renovations will be complete in 2016. New additions will include a test kitchen 
that will teach patients healthy cooking techniques and ways to eat healthy on a budget. 
The new campus will take advantage of natural light and expand emergency services. 
This will help BMC manage the 70% of Boston ambulance traffic it receives.  
In addition, future research on trauma injuries will use the results of this study to 
conduct targeted studies of violence related data. Analysis of qualitative interview data 
will guide quantitative analysis of recidivism rates and long-term violence recovery 
outcomes.  
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APPENDIX A 
Informed Consent Form 
 
 
RESEARCH CONSENT FORM 
Case Study Interview Consent 
Title of Project:  CVRT Integration Model 
Principal Investigator:   Lisa Allee!
!
!
! Page!1! !! !
 
Background  
This study will interview former patients of VIAP (Violence Intervention Advocacy 
Program) and CVRT (Community Violence Response Team) about their experience 
with the programs. Community advocates and mental health professionals at 
Boston Medical Center collaborate to make it easy for patients to make the most of 
these two programs. 
We want to better understand patients’ experience with the newer mental health 
program, CVRT. We also want to evaluate patients’ experience of the collaboration 
between the two programs. In this study we will conduct individual interviews with 
patients who worked with VIAP and CVRT counselors for two months or longer. We 
want to get feedback on what it is like for patients to work with these programs. 
We will use the results of this study to improve our programs for future patients 
and also to help other programs improve their services to help people who have 
experienced interpersonal violence. 
Purpose  
 
The purpose of this study is to interview former patients of the VIAP and CVRT 
programs to find trends in what patients think are the strengths of our model, and any 
areas we might be able to improve for future patients. We also hope that a formal 
description and analysis of our model can help other trauma centers adapt similar 
programs to serve their patient populations. 
 
 
What Happens In This Research Study  
 
You will be one of approximately 4 subjects to be asked to participate in this study.  
The research will take place at the following location(s): Boston Medical Center. 
 
After you review the information in this document, and if you agree to participate in the 
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RESEARCH CONSENT FORM 
Case Study Interview Consent 
Title of Project:  CVRT Integration Model 
Principal Investigator:   Lisa Allee!
!
!
! Page!2! !! !
research study, we will conduct an interview with you. 
 
The interviewer will first describe the study to you. You should ask any questions you 
have to make sure you understand the study and so that you can decide whether or not 
you want to participate. If you decide to participate, we will start the anonymous 
recorded interview after we finish the consent process. 
 
The interview will last 45 to 90 minutes. At the end of the interview, you will receive a 
$25 gift card to Target. 
 
If talking about your injuries and recovery process is upsetting for you, we have a social 
worker on call who will talk to you. If you are having an emotional response to the 
interview, the interviewer may ask the social worker to come in to help you. You may 
ask to speak with the social worker after the interview, or may call CVRT to talk to a 
counselor in the days following the interview. 
 
The interviewer will transcribe the audio recording of the interview after it concludes. 
She will change any names used to protect your privacy. Another investigator will check 
the written transcription for accuracy, and then your voice recording will be deleted. The 
study investigators will assess all of the interview transcriptions to look for trends in 
patients’ experience of CVRT and VIAP. The investigators will write up the results of 
their analysis, and may change violence intervention programming based on what they 
find from the interview data. 
 
 
 
Risks and Discomforts  
 
It is possible that you may experience an emotional reaction to discussing your injury 
and recovery. These feelings might be uncomfortable for you. The only inconvenience 
due to your participation in this study is taking the time to travel to and participate in the 
interview. If you do feel uncomfortable, you may stop your participation in this study at 
any point. You may ask to speak with a social worker at any time. 
If you say anything indicating that you will harm yourself or others during your 
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RESEARCH CONSENT FORM 
Case Study Interview Consent 
Title of Project:  CVRT Integration Model 
Principal Investigator:   Lisa Allee!
!
!
! Page!3! !! !
participation in this study, the investigators are required to report this information. 
Everything you say that is unrelated to harming someone would remain confidential. If 
this happens, the research assistant will report the incident to the lead study investigator 
and notify the social worker on call. The social worker will speak with you, and may 
bring you to the Emergency Department for evaluation, for your own safety. Any 
statements of intention to harm someone else will be reported to the police as required 
by law. 
 
There may be unknown risks/discomforts involved. Study staff will update you in a 
timely way on any new information that may affect your health, welfare, or decision to 
stay in this study. 
 
 
Potential Benefits 
 
You will receive no direct health benefit from your participation in this study. It is 
possible that you may feel better by discussing your recovery and experience with our 
violence intervention programs. You are free to tell your story in any way that you would 
like. Your participation will help the investigators better understand the current model for 
violence intervention programs at Boston Medical Center. 
 
 
Alternatives  
 
Your alternative is not to participate in the study. 
 
 
Subject Costs and Payments  
 
There are no costs to you for participating in this research study. You will be 
compensated with a $25 gift card to participate in this research study. 
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RESEARCH CONSENT FORM 
Case Study Interview Consent 
Title of Project:  CVRT Integration Model 
Principal Investigator:   Lisa Allee!
!
!
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Confidentiality 
 
Information from this study and from your medical record may be reviewed and 
photocopied by the Food and Drug Administration (FDA) and/or state and federal 
regulatory agencies such as the Office of Human Research Protection as applicable, 
and the Institutional Review Board of Boston University Medical Center. Information 
from this study may be used for research purposes and may be published; however, 
your name will not be used in any publications.  
 
Your identity will be protected at all times. We will use first names only during the 
interview. After the interview, study investigators will transcribe the voice recording into 
words, and then the voice recording will be destroyed. The interview transcriptions and 
any other study documents will have your subject number as identification, but they will 
not have your full name or any medical information on them. Only the members of 
CVRT who do preliminary subject screening will know who is being included in this 
study. These members already had access to this information as part of their jobs as 
counselors for CVRT. The interviewer will not know anything about you or your medical 
record before the interview. Names will be changed in any publications. We will keep 
transcriptions of the interviews for 5 years after the end of the study. 
 
 
Subject's Rights  
 
By consenting to participate in this study you do not waive any of your legal rights. 
Giving consent means that you have heard or read the information about this study 
and that you agree to participate. You will be given a copy of this form to keep.  
If at any time you withdraw from this study you will not suffer any penalty or lose any 
benefits to which you are entitled.  
You may obtain further information about your rights as a research subject by calling 
the Office of the Institutional Review Board of Boston University Medical Center at 
617-638-7207. If this study is being done outside the United States, you can ask the 
investigator for contact information for the local Ethics Board.  
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Case Study Interview Consent 
Title of Project:  CVRT Integration Model 
Principal Investigator:   Lisa Allee!
!
!
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The investigator or a member of the research team will try to answer all of your 
questions. If you have questions or concerns at any time, or if you need to report an 
injury while participating in this research, contact Lisa Allee at 617-414-8007 during the 
day. After hours, call 911 or report to the nearest Emergency Department with serious 
or life-threatening injuries. 
 
 
Right to Refuse or Withdraw 
 
Taking part in this study is voluntary. You have the right to refuse to take part in this 
study. If you decide to be in the study and then change your mind, you can withdraw 
from the research. Your participation is completely up to you. Your decision will not 
affect your being able to get health care at this institution or payment for your health 
care. It will not affect your enrollment in any health plan or benefits you can get.  
If you choose to take part, you have the right to stop at any time. If there are any new 
findings during the study that may affect whether you want to continue to take part, you 
will be told about them as soon as possible. 
 
The investigator may decide to discontinue your participation without your permission 
because he/she may decide that staying in the study will be bad for you, or the 
sponsor may stop the study.  
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RESEARCH CONSENT FORM 
Case Study Interview Consent 
Title of Project:  CVRT Integration Model 
Principal Investigator:   Lisa Allee!
!
!
! Page!6! !! !
Signing this consent form indicates that you have read this consent form (or 
have had it read to you), that your questions have been answered to your 
satisfaction, and that you voluntarily agree to participate in this research 
study.  You will receive a copy of this signed consent form. 
 
 
 
-------------------------------------------------------------------------------------------------------------------- 
Subject (Signature and Printed Name)    Date 
 
 
 
 
 
 
-------------------------------------------------------------------------------------------------------------------- 
Investigator or Designee (Signature and Printed Name)           Date 
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